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Common issues, different approaches: strategies for community–academic partnership development
Communities around the United States face many challenging health problems whose complexity makes them increasingly
unresponsive to traditional single-solution approaches. Multiple approaches have considered ways to understand these health
issues and devise interventions that work. One such approach is community-based participatory research. This article describes
the development of a new collaborative partnership between a school of nursing and an urban social service agency using com-
munity-based participatory research as a framework. We describe the partnership’s evolution and process of data collection and
analysis and evaluate the outcomes of both. We argue that community-based participatory research involves partnerships at its
core whose members, both as individuals and part of the collaboration, must be committed and nimble in the face of shifting
and challenging health and social problems, recognize common issues and concerns across the boundaries of community and
academia, and respect each other’s different approaches and expertise.
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Communities around the United States (US) face many chal-
lenging health problems whose complexity makes them
increasingly unresponsive to traditional single-solution
approaches (Green and Mercer 2001). Multiple approaches
have considered ways to understand these health issues and
devise interventions that work. One such approach is com-
munity-based participatory research (CBPR) (Minkler and
Wallerstein 2003; Wells et al. 2006). Rooted in critical theory
and constructivist paradigms (Israel et al. 1998), CBPR
emphasizes collaboration, engagement, and social capital
between communities such as service agencies and research-
ers to create best practice models for community health
problems (Levy, Baldyga, and Jurkowski 2003; Jones and
Wells 2007; Norris et al. 2007). The idea is that through
pooling resources, mobilizing each other’s best talents, and
diversifying approaches, interventions can be designed and
implemented that improve health outcomes in traditionally
underserved communities within which wide health dispari-
ties exist (Mitchell and Shortell 2000). Despite this ideal and
national initiatives aimed at eliminating health disparities
(US Department of Health and Human Services 2000),
there remain few interventions that effectively reduce health
disparities (Villarruel 2004). Much of this failure stems from
a general lack of understanding about how CBPR partner-
ships are created and sustained over time.
In this article, we describe the development of a new
collaborative partnership between two schools of nursing
and an urban social service agency serving homeless families
and homebound older adults in Detroit, Michigan which
occurred over a 12-month period. The aims of the partner-
ship were to develop an understanding of the community’s
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immediate needs by actively engaging the community served
in the research process and to build capacity for a sustain-
able partnership that would identify research priorities and
design program initiatives for future collaboration. We
describe the use of CBPR as a framework for grassroots
engagement, the partnership’s evolution, the process of data
collection and analysis, the outcomes of our collaborative
research efforts, and lessons learned.
PRINCIPLES AND PROBLEMS WITH CBPR
For research to translate into effective clinical applications, it
must first address the needs of diverse communities and be
accepted by the community itself. Embraced by many
researchers as a methodological avenue to these aims, CBPR
involves partners equally in the research process so that they
can create culturally sensitive interventions to meet the
needs of community stakeholders (Baker et al. 1999; Dancy
et al. 2004; Bruce and Austin-Ketch 2006; Fowles 2007).
Within CBPR, there is recognition that partners bring differ-
ent skills, information, ideas, and talents to the table so that
new resources, new programs, or new methods can be
applied and measured in new ways. Despite this inclusive
approach, however, partnerships can be fraught with diffi-
culty, including trust issues, conflicting agendas, and
unequal power dynamics that thwart its ability to achieve sig-
nificant, measurable outcomes (Butterfoss and Francisco
2004). Those most likely to sustain themselves over time tend
to operate in an atmosphere of open communication (Frei-
muth et al. 2001; Dancy et al. 2004) built upon mutually
beneficial goals (Di Bari et al. 2007), a decrease in power dif-
ferentials (Cricco-Lizza 2007), and clear strategies to
empower the community. Trust is inherent in the process,
requiring a significant time investment (Earl and Penney
2001; Cohn 2007; Shaya et al. 2007) and repeated consistent
interactions (Corbie-Smith, Thomas, and St George 2002).
DEVELOPING THE COMMUNITY–
ACADEMIC PARTNERSHIP
With the tenets of CBPR firmly in mind, a community–aca-
demic partnership was established between faculty research-
ers from two schools of nursing and a non-profit social
service agency located in Detroit, Michigan. The agency’s
two major programs are directed toward providing assistance
with housing and other services (i.e. case management, life
skills management, employment counseling) to homeless
families (primarily women and children) as well as direct
care services to older adults residing at home. While these
efforts have proven effective in securing housing or keeping
people housed, the agency expressed interest in expanding
its efforts to include health promotion activities. The
agency’s vice president of programs, a master’s prepared
social worker with extensive experience in community organ-
ization and partnerships, was the contact person for the
agency. The nurse researchers ⁄ academicians were experts in
clinical research and practice with urban homeless popula-
tions (Brush and McGee 1999, 2000; Brush and Powers
2001) and community-dwelling older adults.
The notion of a partnership evolved after a series of
informal meetings to discuss areas of mutual interest and
concern. These meetings also provided an opportunity for
the partners to begin to understand one another and how
similar and differing perspectives needed to be considered
early on in partnership development. It became immediately
apparent, for example, that the academic partners wanted to
forge a community-based research program with measurable
long-term outcomes while the community partner was pri-
marily interested in program development and grantsman-
ship to support continued sustainability in the more
immediate future. Although all wanted to improve access to
quality services for the population served, different pressures
dictated different foci that each needed to appreciate and
consider. For example, the community partner was more
concerned with maximizing services with shrinking resources
while the academic partners’ lens was directed at rigorous
scientific inquiry. Aligning these perspectives into a shared
goal was critical at the onset.
With a clearer notion of the focus and goals from both
academic and community agency perspectives, the initial
3 member group submitted for, and was awarded funding to
pilot a one-year project aimed at partnership development.
A secondary aim was to ascertain the community’s perspec-
tives about their health care needs and the role of research
in addressing them. We proposed using focus groups to
meet our second aim, and, recognizing that the community
agency’s focus on housing for homeless families and home-
based caregiver services for older adults were different in
purpose, scope and personnel, opted to collect data and ana-
lyze these groups separately. To garner a fuller understand-
ing of the health and service perceptions of the community
served, we proposed the inclusion of both service providers
and service recipients from each program. Thus, for exam-
ple, we proposed one focus group for homeless program
case workers and one focus group for homeless participants.
Likewise, we proposed one focus group for the direct service
providers and one for the older adult care-recipients in the
older adults program. After an initial meeting with each of
the four groups, we then proposed a follow-up focus group
to review our thematic interpretation of their dialogue,
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clarify any misunderstandings, and invite further discussion
as the group deemed important.
One of our initial steps in partnership development
was to hire a project manager (PM) from within the commu-
nity organization. This decision was viewed by the partner-
ship as essential to increase the trust building necessary for
ongoing success. Project managers tend to be supplied from
the academic side as they are often more seasoned in
research and grant activities. In contrast to this, and adher-
ing to the premise of CBPR, we ascertained that the PM
should be directly linked to the community partner and
known and trusted by those inside the partner agency
(Christopher et al. 2008). At this stage of the process in
partnership development, we deemed the PM’s first-hand
knowledge and expertise of the community to be more
important to the project’s success than her research exper-
tise (Casey 2008). The PM would thus serve as a liaison
between the researchers, agency administrators, and mem-
bers of the community; facilitate project activities with an
insider’s perspective; and, in response to the concerns of the
community co-investigator, shift needed resources from the
grant toward the agency’s immediate sustainability needs.
COMMUNITY ADVISORY BOARD
As a critical step in the process of community engagement
(Di Bari et al. 2007), we next established a community advis-
ory board (CAB) to work with the project team. Though
inherently time consuming because of the need to engage
with numerous individuals on a regular and consistent basis,
community advisory boards provide the framework for creat-
ing sustainable community–academic partnerships (Alvarez
and Gutiérrez 2001), maximizing trust (Dennis and Neese
2000) and scientific rigor (Topp, Newman, and Jones 2008).
Given the literature supporting the use of community work-
ers as effective community change agents, we invited two
individuals working on the front lines with the community to
serve on the CAB. This strategy aimed to include individuals
with unique perspectives who could facilitate trust and
engagement between researchers and the community and
increase power sharing between the academic and commu-
nity partners (Ammerman et al. 2004; Andrews et al. 2004;
Benoit et al.2005). These members (one who worked with
the homeless program and the other with older adult ser-
vices) were selected because of their credibility within the tar-
get community, their ability to facilitate communication
between partners, and their willingness to serve. To round
out academic and community participation and level
of expertise, we also invited as members of the CAB, an
undergraduate nursing student and an administrator from a
community agency who subcontracted with the partner
agency.
The purpose of the CAB was to develop the strategic plan
for the partnership, review all content and materials related
to the partnership and its data collection ⁄ research goals,
evaluate the project’s ongoing integrity, and determine long-
range goals for research development and community inter-
ventions. Our plan was that the CAB would transition to a
research advisory group (RAG) at the conclusion of the pilot
year. The RAG’s focus would be the continued sustainability
of the partnership and research activities to address commu-
nity needs, grantsmanship and continued scholarship dis-
semination. We anticipated that some members of the CAB
might elect to remain on the RAG while others transitioned
out and new people were added.
Working on the premise that relationships require fre-
quent and consistent interactions, the CAB began to meet
prior to the funding decision in an effort to establish a trust-
ing relationship between its members. Early conversations
centered on the role of the CAB, the purposes of the part-
nership, and the overall aims of the pilot project. At the first
meeting, a timeline of monthly CAB meetings was scheduled
and a process for minute distribution and electronic com-
munication was established.
When funding ensued a month later, the early foun-
dation of relationship building within the CAB proved
beneficial; the partner agency underwent a significant organ-
izational change that included cost-cutting measures that
eliminated the project’s community co-investigator. The
implications of this were discussed with the CAB in an effort
to maintain open communication. We recognized that indi-
viduals play a key role in partnership growth in its early
stages and losing a key player threatened the partnership’s
integrity from its inception. Fortunately, a solution emerged.
The community co-investigator was able to organize and take
leadership of a new community organization and assume
oversight of the homeless and adult caregiver programs from
the former agency. Flexibility of CBPR was reflected in the
relatively easy transition to a partnership with the newly
formed community agency. Although the transition required
a shift in CAB membership (one of the original members
from the community partnership did not move with the
reorganization and the undergraduate nursing student had
a change in academic responsibilities and had to resign), we
invited another community member from a non-profit
agency that works closely with the partner agency and a grad-
uate student in public health with an interest in urban popu-
lations to join the CAB. Thus, the work of the CAB and the
project were able to move forward in conjunction with our
originally proposed timeline.
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IMPLEMENTING THE PILOT
During the first several meetings of the newly realigned
CAB, a shared vision and common goals were re-established.
Although the agency provided services to both homeless
families and homebound older adults, these programs were
very different and the direct service providers working in
them had little, if any, contact with one another. The CAB
wanted to learn more about the vulnerable populations they
served as well as more about each other. Thus, early meet-
ings of the CAB proved significant in clarifying understand-
ings and engaging new roles and directions for its members.
For example, the community partner members were unfa-
miliar with some of the roles of the nurse researcher faculty
members. One CAB member later disclosed, ‘we thought at
first you were here to take our jobs’. It was only after
repeated interactions and open communication that they
acknowledged this initial level of distrust. Likewise, the aca-
demic members of the project team came to understand that
advisory group membership was a new experience for most
of the community members. More accustomed to carrying
out job responsibilities than offering opinions and advice,
many were at first reticent to express their views around the
table or answer questions unless asked directly. The research-
ers needed to convey that the expertise of the community
partners was both valued and needed and act accordingly.
With funding and institutional review board (IRB)
approval in hand, we moved forward with the research com-
ponent of the project. The CAB participated in all aspects of
focus group preparation, including devising strategies for
subject recruitment and means to incentivize participation,
to fine tuning the semi-structured interview guide to best
address the varied community cohorts. For example, CAB
members identified participant recruitment as a potential
challenge for the study. In our original design, the project
team and CAB members envisioned four 6-person focus
groups with a second follow-up focus group in 4–6 weeks for
the purpose of validating findings and interpretation. The
community CAB members were particularly concerned that
recruiting direct service providers from the older adult pro-
gram and the older adults themselves would be problematic.
They knew that the service providers generally worked from
home rather than from a central office, were paid on an
hourly basis, and had varied schedules that might compro-
mise a shared meeting time. They also knew that bringing
older adults to a central place for both an initial and follow-
up focus group would be difficult, not just logistically but
because of fear and trust issues.
Based on the CAB’s input, the design was reconceptual-
ized so that the number of focus group participants in each
group increased from 6 to 8 participants and met only once
for an extended time period. The CAB members suggested
that we hold the direct service provider focus group at a time
when they would be participating in a mandatory training
meeting at a central location. That way, individuals who
chose to participate would be near the location and receive
reimbursement for their parking. They also suggested that
we provide lunch along with the gift card incentives to
express our appreciation of their time. To advertise the focus
group, we created a flyer that attached to the service provid-
ers’ weekly paychecks over a 3-week period and asked them
to contact the PM if interested. With these suggestions
implemented, not only did we have ample recruitment but
we had to limit the focus group to a first-come first-served
basis.
We held our focus group for older adults in an apart-
ment building where many of the agency clients resided.
The CAB deemed this to be the best option for bringing
older adult service recipients together. Many of the individu-
als knew each other, at least tangentially, and shared a com-
mon living space. This, the CAB members argued, would
encourage participation because the participants would be
secure in their own environment, would not need to travel
elsewhere, and shared a common bond with other focus
group members. In addition, many of the older adults had
health problems and ⁄ or physical mobility limitations that
might create safety concerns. While this strategy was less
methodologically sound (it limited our understanding of
experiences of individuals who were more isolated in individ-
ual homes), it provided a means for early exploration from
which we could address issues and concerns. Again, recruit-
ment proved unproblematic and we had a successful focus
group with seven individuals from this cohort.
We were able to recruit and hold initial and follow-up
focus groups with the homeless program service providers
and homeless service recipients. Because the service provid-
ers worked from a central office location, the CAB members
did not anticipate problems with either recruitment or
access. They encouraged us; however, to schedule times that
willing subjects did not view as extra work or an extended
work day. Providing food along with gift cards, they argued
again, would entice more participation. We negotiated with
the agency administration and were able to hold the focus
groups for service providers during an extended lunch per-
iod without penalty to the participants. This strategy worked;
again advertising with a flyer in weekly paychecks, we had
more than the anticipated interest and increased the focus
group size to accommodate additional persons (n = 8).
Because the recipients of the homeless programs did not
share a central living space and were located widely across
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the community, we relied heavily on the community CAB
member affiliated with the program to help with recruit-
ment. We were told that we would fare better if we provided
participants with transportation costs to and from their cur-
rent living arrangements. We also co-ordinated focus group
times with a program for life skills that many service recipi-
ents attended. We asked individual service providers to
advertise our interest to potential subjects and, anticipating
the potential for no-shows, recruited 8 participants. Despite
our best efforts, only 3 individuals showed up for the first
focus group session.
The academic researchers, along with the project man-
ager, analyzed the transcripts independently to identify
overall themes. The researchers then used an iterative pro-
cess to clarify thematic choices and reach group consensus.
These themes were then brought back to the CAB for dis-
cussion. Participant anonymity was carefully maintained
since many of the participants would be known by CAB
members.
In our second focus groups with homeless program ser-
vice providers and later with service recipients we had 100%
return rates. Individuals in each of those groups shared their
feelings of ‘feeling heard’ and wanted to continue to partici-
pate so that others facing similar situations would benefit. It
was clear that the knowledge brought by the community
partner CAB members was instrumental in the implementa-
tion phase and helped engender trust in the community.
LESSONS LEARNED
Researchers describe multiple challenges to CBPR (Israel
et al. 1998; Baker et al. 1999; Minkler 2005; Shoultz et al.
2006; Casey 2008). These include issues related to partner-
ship development, ethics, research methods, and infrastruc-
ture issues. Despite the successes of our partnership and
pilot work, there were several challenges that require further
evaluation and reflection.
The first challenge, was the organizational change that
occurred shortly after initiation of the partnership and CAB
development. The loss of a significant stakeholder might
have hastened dissolution of the partnership. The commit-
ment of the partnership members and their willingness to
be nimble, however, were essential ingredients needed to
move forward. Described by Hubbell and Burman (2006) as
the ability to balance ongoing tensions, this early challenge
and success was a springboard to the partnership’s contin-
ued development.
As we neared completion of the data collection phase of
the project, we began to notice another challenge; two of
the CAB members who had been instrumental in helping
design and implement focus group strategies began to disen-
gage from the group. These were the community agency
members with expertise in the service programs. We noticed
that over time, although both continued to regularly attend
meetings, they became less verbal and seemingly less inter-
ested. This was particularly true when data were dissem-
inated for discussion. Several attempts were made to discuss
interest and engagement during the CAB meetings when
group dynamics were evaluated, but neither offered feed-
back. At the end of the year-long project, one of the commu-
nity members handed the PM her resignation from the CAB
and the other member’s position within the organization
was eliminated.
We continued to reflect on the situation in an effort to
evaluate the group’s behavior and interaction. The member
who resigned reported to the PM that she had wanted to
play a larger role in the research process but was uncom-
fortable verbalizing openly. This brought an interesting
issue to the forefront that we had not anticipated. While we
were aware of, and continuously monitored, the power dif-
ferentials between the community and academic partners,
we failed to recognize the natural power differential that
can occur within an organization. This is especially true
when some members of the process hold subordinate roles
in the organization. This is an unavoidable situation if
CBPR is to be implemented in its truest form, but one that
must be consciously acknowledged. Future efforts must
address this concern at the partnership’s onset and be con-
tinually reinforced so that each member feels safe and sup-
ported.
We also recognize that while we realized that research
preparation, expertise and experience between the CAB
members differed, we did not clearly offer to expand individ-
uals’ roles outside of their initial areas of preparation, exper-
tise, or experience. That is, while we sought the expertise of
the community members for their knowledge of the commu-
nity and the programs, and shared findings and strategies
for ongoing research, we did not consider capacity building
and skill development that they may have wanted but were
unable to discuss. Perhaps when the community members
felt their expertise was tapped to its full extent, they began
to disengage from the process. In the future, we would raise
this potential disengagement up front and invite CAB mem-
bers to fully articulate their individual goals for participation
along with their goals for group involvement.
Our attention on group cohesiveness, trust, and inclusiv-
ity, therefore, might have actually marginalized individuals
in the process. Indeed, we came to recognize that individual
efforts within the group dynamic are vital to the partner-
ship’s overall success. For example, the project manager was
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integral to both the success of the partnership and the pilot
work. Her direct linkage to the community organization was
crucial to maintaining lines of communication and navigat-
ing systemic and personal boundaries. That grant funding
supported a portion of her salary and defrayed costs to the
organization, also enhanced her role as a community liaison
and affected greater power-sharing between the community
and academic partners. Toward the project’s conclusion, the
PM left the organization to pursue full-time graduate studies.
Though a loss to the CAB because of her hard work, dedica-
tion, and commitment, it is clear that the next PM needs to
share the same attributes and hold good standing in the
community.
A final challenge that should be acknowledged is that
many partnerships evolve after or as a result of successful
grant submissions. As we have noted, our grant proposal was
submitted prior to CAB development. Our design and meth-
ods were informed by the literature yet naive in their practic-
ality with the population served by the agency. The CAB
helped us significantly reframe our approach to more suc-
cessful ends. We anticipate that our future proposals, written
with input from the newly formed research advisory group
(RAG), will be much more informed from their inception.
CONCLUSION
The pilot initiative provided a foundation for the develop-
ment of a sustainable partnership that moved forward in a
constantly shifting, and often challenging, environment.
The CAB transitioned to a larger, more diverse RAG whose
membership also expanded on both community and aca-
demic sides. With the original partnership intact, new efforts
include networking with other agencies and community–aca-
demic partnerships to expand the depth and breadth of
CBPR in communities with shared interests and mutual
goals. Data collected from our focus groups forms the foun-
dation of many of these efforts; through dissemination,
other agencies seeking academic partners have contacted us
to help gather evidence towards creating translational best
practice models.
We recognize that CBPR is a constantly moving target that
requires nurturing and elasticity befitting ever changing
health and social systems. Whether in the United States or
communities across the globe, or between various interdiscip-
linary researchers and ⁄ or type of communities, problems in
the community are dynamic and, as such, require approaches
that can adapt and evolve with them. Nurses and other health
care providers, who are ideally positioned to do this type of
research given their long standing practice and service in the
community, need to be particularly mindful of adhering to a
systematic approach to maximize efficacy and sustainability.
Partnership success likewise depends on the willingness and
commitment of its members to share power and expertise as
well as address potential pitfalls along the way. Recognizing
our common issues and respecting our different approaches
is the first step along the path to that success.
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